Urethral bleeding due to trauma is a well-studied and often self-limiting condition. However, existing evidence regarding effective management of massive hemorrhage is limited. Intermittent penile compression and continuous perineal pressure are methods commonly used to control urethral bleeding. Nevertheless, these methods are not mentioned in the literature as specific treatment for this condition, and are rather learned by physicians via word of mouth. Sometimes these methods are ineffective and difficult for the patient to tolerate. This paper explains a new method implemented on a young man with massive urethral bleeding due to iatrogenic trauma, which was unresponsive to standard management. For this patient, the bleeding was controlled by gradually inflating the balloon of the catheter up to 4 mL. Given its safety and efficiency in controlling bleeding in this patient, it seems this new technique should be considered in cases of massive hemorrhage unresponsive to routine treatment.
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http:// creativecommons.org/licenses/by-nc/4.0/).
What is already known Urethral bleeding due to trauma often is a self-limiting complication. However, in massive cases, much is not found in the literature regarding management.
What is new in the current study Intermittent penile and continuous perineal compression are methods that are taught but not mentioned in the literature directly. Sometimes these methods are ineffective and difficult to tolerate. In a young man with massive urethral bleeding due to iatrogenic trauma which didn't respond to these methods, the bleeding stopped by gradually inflating the balloon of the catheter up to 4 mL.
INTRODUCTION
Compression of the hemorrhaging site is known as the traditional and commonly used method to control bleeding. Although easy and effective in superficial bleeding, it may not be helpful in controlling internal bleeding. The bulbar urethra can be considered superficial; however, its location in the perineum makes it difficult to maintain pressure on the bulbar urethra. Thus, the main way to control bulbar urethral bleeding is to insert a urethral indwelling catheter or in case of incapability of passing a catheter, applying pressure on the perineum and intermittent penile urethral compression are recommended.
1,2 These methods have their own drawbacks. Herein, a novel method to control traumatic urethral bleeding is introduced.
CASE REPORT
A 24-year-old male patient with a one-centimeter bulbar stricture due to pelvic fracture was a candidate for internal urethrotomy in Baharloo Hospital, affiliated with Tehran University of Medical Sciences. Because of acceptable lumen and short length of stricture, general anesthesia with mask was selected to ensure a minimum operating time. Upon reaching into the stricture site, the patient moved inadvertently due to inadequate anesthesia. The urethrotomy blade cut the urethra and caused severe bleeding into the urethra which obscured the vision. The procedure was terminated and suprapubic percutaneous cystostomy was performed. The urethral bleeding was controlled by perineal pressure. Two hours later, bleeding restarted and the patient did not respond to newly applied pressure. Intermittent compression of penile urethra for 20 minutes followed by 5 minutes relief was performed; however, the bleeding continued. A 12-Fr indwelling catheter was inserted gently in to the urethra. When it reached the stricture and resistance was sensed, advancement was stopped. The balloon of urethral catheter was filled with water in 1-mL aliquots: after injecting each milliliter of distilled water to the balloon, we waited for 5 minutes, giving time to control bleeding. After injection of 4-mL water in to the balloon, bleeding ceased. The external end of the urethral catheter was ligated, in order to stop continuous bleeding through the catheter. The patient was more comfortable in comparison to perineal pressure according to his self-report. The glans of the penis was examined every 15 minutes for the first hour and then every hour for any discoloration. After 6 hours, the catheter was removed and no bleeding was observed. Before attempting to perform internal urethrotomy three months later, we performed a new retrograde urethrography, for which results were exactly as the previous one without any increase in severity or length of stricture. The internal urethrotomy was performed uneventfully.
DISCUSSION
Urethral trauma can occur due to pelvic and perineal injuries or iatrogenic trauma to the urethra. 3 Urethral bleeding as one of the complications of urethral trauma is not usually life-threatening, nevertheless it can be very embarrassing. 3, 4 When the urethral catheter can be inserted, bleeding will be controlled gradually in all cases and nothing more is necessary. 5 The problem is for cases where insertion of a urinary catheter is impossible. Traditionally, direct pressure on the bleeding site is the standard way to control hemorrhage. Putting pressure on the perineum is the only way we can reach this goal. In the perineum, applying a pressure dressing over a solid object which is fixed with adhesive bands to the lower abdomen is the conventional method. 1, 2 In applying this method, providing direct pressure on the distal end of urethra and also corpus spongiosum and urethral arteries ceases the bleeding. 2 However, the patient is not comfortable as he should not move. Moreover, the adhesive bands lose their tension over time and should be fixed intermittently, which is time consuming. Additionally, sometimes this approach is not effective. The second method to control traumatic or non-traumatic urethral bleeding is to apply intermittent penile ligation. This intervention does not permit bleeding through the urethra, increases pressure at the bleeding site and helps homeostasis. 2 In this patient for whom manual pressure on the perineum and intermittent penile compression were not effective in controlling bleed- 
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Urethral bleeding ing, pressure was used by inflating the urinary catheter balloon.
Gradually increasing the balloon size prevented further urethral injury. Inflating the balloon just proximal to the bleeding site occluded the urethra and worked as penile ligation without causing penile ischemia (Fig. 1) . Moreover, the balloon applied direct pressure on the bleeding site, similar to a perineal pressure dressing. In our case, bleeding stopped after injection of 4-mL water in 1-mL aliquots. We injected this volume of water in to a 12-Fr indwelling catheter and the diameter of the balloon was 17 mm (near 50 Fr). According to the literature, urethral dilatation with a catheter up to 26 Fr is the classic method while our dilatation was about 9 mm more than this size, in terms of the diameter. 6 Regarding the potential of causing stricture by the inflated balloon, we compared the retrograde urethrography before and after the iatrogenic injury and there were no additional strictures in the distal part of urethra (place of inflating the balloon), although this possibility cannot be ignored in future cases.
In case of uncontrollable urethral bleeding and inability to cath- eterize, balloon inflation if performed gradually (1 mL every 5 minutes), until bleeding ceases can be an option. Due to the possibility of further urethral injury, it is recommended to use conventional methods first, and to reserve this technique for intractable cases (Fig. 2) .
